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Sample 1500 Health Insurance Claim Form for
Telemedicine Originating Site Services

1500
HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/08
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2. PATIENT S NAME (Last Name, First Name, Middle Initial) 3 P—\'F [ENT 5 BIHTH DATE 4. INSURED'S NAME (Last Name, First Name. Middle Initial)
MEMBER, IM A. W] +[X | SAME
5. PATIENT & ADDRESS (No.. Stresl) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED''S ADDRESS (Mo.. Stresl)
609 WILLOW ST SEIID Spous:—[l ChibD c‘nn;rlj
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9. OTHER INSURED'S NAME (Last Name, First Name, Midle Initial) 10. IS PATIENT S CONDITION RELATED TC: 11. INSURED'S POLICY GROUP OR FECA NUMBER -‘z'
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d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
I:I YES D NO If yos, relumn 1o and complete item 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORIM. 13, INSURED'S OR ALTHOREZED PERSCON'S SIGNATURE | authorize
12. PATIENT S OR AUTHOREZED PERSON'S SIGMATURE | authorize the release ol any medical or cther nlomation necessary payment of medical benefits 1o the undarsigned physician o supplier for
1o process this claim. | also request payment of government benefits sither 1o mysslf of 1o the party who accepts assignment senices described below.
below.
SIGNED. DATE SIGNED b i
14. DATE OF CURRENT ILLNESS {Firsi symptom) OR 5. IF PATIENT HAS HAD SAME OR SIHIL-'-H ILLMESS. | 16. DATES P-\TLENT UNJ«BLE TC WORK IN CURRENT QCCUPATION Jk
MM, DD | YY ‘"“l_lﬂ‘(.,,cr,d»m,ﬁﬂ GIVE FIRSTDATE MM ; DOD | aM | DD MM, DD YY
' PREGMNANCY{LMP) } | FROM TO | ]
7. N-«ME OF HEFERHIML‘I PRCVIDER OR OTHER SOURCE 17a [ 18. HOSPITALIZAT I-aH I:I.-\TES_‘E‘EELA.TED TO -ij!T!IfI!ENTtSEH‘.‘I ESYY
Wtizeked | | M1 i
17, | NPY FROM | | T i !
18. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? £ CHARGES
[Jres [Jw | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate tems 1, 2, 3or 4 to hem 24E by Line) 22 "JEEE AID RESUBMISSION
{»al CRIGINAL REF. NO.
437.0 e
: 23. PRIOR AUTHOR ZATION NUMEBER
R L
24. A DATE(S) OF SERVICE B. c. 0. PROCEDURES, SERVICES. OR SUPPLIES E; F. I J. -
Frem To FLACE OF (Exglain Unusual Clroumstances) DIAGNOSIS | o RENDERING (=]
] oo Y MM DD YY |SERVICE| EMG | CPTHCPCS | MODIFIER POINTER § CHARGES LNIS | Fan | OUAL PROVIDER ID. # E
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25, FEDERAL TAX 1.0. NUMBER SEN EIN 26. PATIENT S ACCOUNT NO. 28. TOTAL CHARGE 20. AMOUNT PAID 30. BALANCE DUE

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I cartily that the stalemanis on the revess
apply 1o this bill and are made a pan thereol )

22

SERVICE FACILITY LOCATION INFORMATION

XXX | XX xxp(x © XX XX
33. BILLING PROVIDI ER INFO&APHE® |
I.M. PROVIDER '

1 W WILLIAMS ST

———————— PHVYSICIANOR SUP

IM. Provider NMM/DD/YY ANYTOWN WI 55555-1234
SIGNED DATE - & © 0222222220 " ZZ123456789X
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 {08/05)




